Abstract Duplication of internal jugular vein (IJV) is rare. It is the larger channel draining the cranial cavity. We encountered duplication of the IJV while cervical node clearance in a patient with squamous cell carcinoma of left margin of the tongue. IJV divides into two parts anterior and posterior after descending about 2.5 cm from the jugular foramen. IJV is an important landmark in neck surgery. Knowledge of its variations is essential to avoid complications during surgery and to avoid misinterpretation in CT angiography.
Introduction
Internal jugular vein (IJV) is one of the most important major veins draining the cranial cavity. Duplication or fenestration of the IJV is usually an incidental finding in most of the cases reported. The condition is rare. Vascular fenestrations are reported in vertebral, basilar, middle and anterior cerebral arteries but not in any other vein than IJV. Here we have reported duplication of IJV on left side.
Case Report
A 45 year old male patient with T2 N1 well differentiated squamous cell carcinoma of left margin of tongue. Tongue had local wide excision and ipsilateral modified radical neck dissection (IJV and accessory nerve saving) on left side. During cervical node clearance duplication of left IJV was observed.
The IJV emerged as a single trunk from the jugular foramen, which then splits into two parts anterior and posterior, after descending an about 2.5 cms from the base of the skull within carotid sheath (Fig. 1) . Both the parts rejoin to form a single trunk in the lower part of the neck just before joining the subclavian vein to form a brachiocephalic vein. Left brachiocephalic trunk was formed by left IJV and subclavian vein. The anterior vein was running parallel and receives superior thyroid vein. Both the IJVs are of the same caliber.
No structure was observed passing between the two IJVs. No phlebectasia of IJV was observed.
Discussion
IJV drains blood from skull, brain, superficial face and much of the neck. It descends in the neck within carotid sheath and unites with the subclavian vein behind the sternal end of the clavicle to form brachiocephalic vein [1] .
Duplication of the IJV may be unilateral or bilateral. Unilateral duplication more commonly observed [2] . Duplication of IJV may be partial or complete. The partial venous duplication takes place at variable heights [3] . Sometimes the partial duplication may be seen in the form of inverted 'Y' appearance, on conventional venography or longitudinally reformed CT [4] [5] [6] [7] , demonstrated fenestrated IJV in two cases of by means of CT angiography. Duplicated IJV may have subclinical presentation or may be seen in the form of swelling in the neck which may be mistaken for the laryngocele or branchial cyst [8] . Wong et al. [8] reported bilateral duplication of IJV associated with clinical symptoms like intermittent neck swelling, dyspnoea and dysphagia.
Duplication of the IJV most of the time associated with phlebectasia of IJV. Phlebectasia is a local fusiform, soft, non-pulsatile swelling in the cervical region which increases during Vasalva maneuver [2-4, 7, 9, 10]. Rossi and Tortori-Donati [2] , reported duplication associated with phlebectasia of IJV in a 2 year old girl by colour doppler and MRA. In the present case no such association was observed. There are two dilatations in its course, the superior bulb of IJV or the jugular bulb of Haller and oval inferior bulb of IJV just before its end [3] .
Embryologically IJV develops from precardinal veins. The primary blood vessels of head and neck consists of close meshed capillary plexus, drained on each side by the precardinal vein, which is at first continuous cranially with a transitory primordial hind brain which is soon replaced by the primary head vein to become continuous with the precardinal vein [1] . Etiology is still unclear. Three hypothetical explanations have been suggested to describe the duplicated IJV; vascular, neural and bony hypothesis. Vascular theory is most commonly adopted. Paucity or absence of muscular layer in the vein might be responsible for the duplication [2] .
The incidence of the anomaly was reported to be approximately 4 per 1,000 unilateral neck dissections [3] . Onco-surgery necessitates the visualization of the IJV for functional or radical cervical lymph node clearance signifies the importance of visualization of this anatomical variation during surgery. IJV is therefore serves as an important landmark during most of the cervical operations [11] . Knowledge of exact position and possible variations prevents the further complications during the surgery.
The IJV is a principal deep vein of the neck and return route for intracranial blood [3] . IJV is an important landmark in most cervical operations. The surgeon should know the exact position and possible variations to prevent complications.
Duplication may occur because of the structures passing between the anterior and posterior IJVs like lateral branch of accessory nerve [12] , C2-C3 anterior primary rami, subscapular artery [13] . In present case no structure was observed passing between the anterior and posterior IJVs.
Conclusion
IJV is an important landmark during head and neck surgery. Possible developmental variations should be kept in mind to avoid misinterpretation during CT angiography and lymph node clearance. Care should be taken while Central line placement in such cases. 
